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Methods and Standards for Establishing Payment Rates
- Inpatient Hospital Care 

Section 2.5320 continued 


Total Claim 
Payment = Standard Payment + OutlierDRG Payment 

= $11,995 + $2,264 
= $14,259 

2.5330 Simultaneous Cost and Day Outlier Payment 


If a covered general hospital inpatient stay is determined to be both a cost 

outlier and a day outlier, the reimbursement will be the greater of the 

amounts computed for cost outlier and day outlier. 


Example of Payment for Simultaneous Cost and Day Outlier: 


Data 


Total Claim Payment for Cost Outlier
. . .$  14,219 (subsection 2.5310) 
Total Claim Payment for Day ....$14,259 (subsection 2.5320) 

Analysis 


The higher of the two amounts,
$14,259, will be the reimbursement 

amount for the claim which meets both cost outlier and day outlier 

criteria. 


2.5340 Pay No More Than Charges 


After the determination of the payment, including any applicable outliers, 

hospitals shall be paid the lesser of the Medicaid allowed amount and their 

allowed charges. Allowed charges are determined based upon which revenue 

codes are allowed as covered services. 


2.5400 PaymentforTransfers 


When a recipient is transferred during a covered general hospital inpatient 

stay from one hospital to another hospital, the reimbursement to all hospitals

involved in the transfer(s) will be computed as follows. 


2.5410 Transferring Hospital 


The reimbursement to each transferring general hospital shall be the DRG daily 

rate for each covered day of stay. Total payment to each transferring

hospital shall be no greater than the standard DRG amount, except where the 

transferring hospital is eligible for outlier payments. 


2.5420 Discharging
Hospital 


The discharging general hospital shall be reimbursed the standard DRG amount. 

If the claim qualifies as an outlier, the discharging hospital shall be 

eligible for an outlier payment based solely on the length of stay at the 

discharging hospital. 
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